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1  FOREWORD 
 

This report is presented as part of the implementation of the decisions of the 

African Union Ministers in Charge of Drug Control at their Sixth Ordinary 

Session of October 2014, requesting that continental, regional and national drug 

surveillance networks be established to address the lack of information on drug 

use and its effects on the continent. The requisite information will inform 

evidence-based planning and programming to prevent and treat drug use 

disorders in Member States.  It has furthermore been the conviction of the 

Ministers that challenges related to drugs can only be addressed successfully 

based on the principle of shared responsibility and by increased cooperation 

among Member States to combat cross-border trafficking of drugs and to share 

best practices in treatment of drug use disorders. 

 

The report of the Pan-African Epidemiology Network on Drug Use (PAENDU) 

for the period 2016-2017 is based on analysis of data from Member States 

enrolled in the network during the mentioned period.  The data was collected 

from law enforcement and treatment facilities in each country using 

standardized data collection forms. I therefore thank the focal entities and 

officials for providing the information. I am also looking forward to the 

participation of more countries, and wish that in the next three years, all Member 

States will participate in the network. This will contribute to a clear and reliable 

picture regarding drugs on the continent which will not only assist national, 

regional and continental policy formulation, but will also facilitate preparation of 

policy briefs and directives for immediate implementation, as the drug trafficking 

and use situations in countries can change very quickly. 

 

I thank all who will contribute information on drug use and trafficking trends for 

the African Union to be proactive in addressing the public health and security 

challenges arising from drugs. 

 

I thank you. 
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H.E. Mrs Amira Elfadil 

Commissioner for Social Affairs     

 

2  Executive Summary 
 

2.1  Introduction  
 

Over the past three decades, the public health and security problems associated 

with illicit drugs have been a source of concern for many Member States of the 

African Union. In most  countries attention was mainly devoted to the control of 

illicit trafficking in cocaine and heroin, local production of and trafficking in 

cannabis and khat and more recently, to curb the availability of amphetamine-

type stimulants (ATS) and new psychoactive substances (NPS), as well as the  

illicit trade in prescription medications and counterfeit medicines. The mentioned 

drugs have also become substances of abuse by sizeable numbers of young 

people across the continent resulting in a quest for appropriate responses to 

address  the dual problem of increased availability and problematic use of 

different types of psychoactive substances, including alcohol. Reliable 

information on drugs trafficked, produced and used in Member States, has been 

constantly lacking. Hence, to plan effective interventions  the extent and effect 

of drug use, i.e. the numbers and characteristics of users, types of drugs used   

and the health and social consequences of drug use, needed to be established. 

Another concern has been that people with substance use disorders in almost 

all Member States have very limited access to treatment and care services, i.e. 

merely 5% compared to 16% globally (UNODC, 2018). Furthermore, only a 

small number of countries on the continent offer  the full spectrum of evidence-

based treatment and care services for problem drug users, including harm 

reduction. In some Member States, access to treatment services is hindered by 

a host of legal, social and economic factors, e.g. legislation calling for the 

punishment of drug users instead of offering treatment which results in stigma 

associated with treatment and high cost of treatment services, among others.   

In 2014, the Sixth AU Conference of Ministers of Drug Control decided that 

continental, regional and national drug surveillance networks should be 
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established to address the lack of baseline data and information on drug use as 

a major hindrance to evidence-informed programme development. Two years 

later, in 2016, the African Union Commission (AUC) launched the project 

“Strengthening Research and Data Collection Capacity for Drug Use Prevention 

and Treatment in Africa” with the aim of informing the development of evidence-

based drug policy and improving the quality of services for people with drug use 

disorders in all Member States. A major outcome of the project is the 

establishment of national and regional epidemiology networks on drug use 

through training and capacity building initiatives in different countries in all five 

(5) AU regions.. With support from US Bureau of International Narcotics and 

Law Enforcement Affairs (INL), the project began with an initial group of five (5) 

countries in 2016 and in the following year  another group of five (5) countries 

was added. More Member States have joined the network since then and other 

countries with independent epidemiology projects are collaborating with the 

AUC.  

 

This is the first report of the Pan-African Epidemiology Network on Drug Use 

(PAENDU) and is based on available data for 2016 and 2017. The report 

provides information on the methods used for data collection and presents data 

on drug demand reduction, especially treatment demand indicators, and also on 

law enforcement (arrests and seizures). The report is a summary of information 

provided by focal points from the following nine (9) AUC project countries: 

Angola, Botswana, Cameroon, Ghana, Guinea, Tanzania, Togo, Uganda and 

Zambia; and six countries, with data from pre-existing surveillance programmes, 

that are collaborating with the African Union project – Kenya, Liberia, Mauritius, 

Nigeria, Senegal, and South Africa. 

 

2.2  Methods of data collection  
 

Two (2) forms were developed for data collection from existing sources (file 

data), the first form for treatment related data and the other for law enforcement 

data. The treatment data form consists of 25 items including information on type 

of centre from where the information was collected, sources of referral to 
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treatment, socio-demographic information, drug-related information, other 

illness conditions, how treatment is being paid for, and whether or not the client 

has been tested for HIV and hepatitis in the past 12 months.  

 

Law enforcement data included the aggregate data on drug supply (number of 

people arrested for drug offences in the previous one year), quantity of drugs 

seized by different categories of illegal drugs, information on the availability of 

national anti-drug strategy, and the conviction rate for arrested drug offenders. 

 

2.3  Findings 
 

 In 2016 the number of centres/facilities providing data for the project ranged 

from 2 in Uganda to 73 in South Africa and the largest number of persons treated 

for substance use disorders was in South Africa, 83% of them being new cases. 

In 2017 the numbers of facilities providing drug related data ranged from 1 in 

Guinea to 83 in South Africa.  

 Except in Nigeria where most treatment episodes were recorded in psychiatric 

or other tertiary medical facilities, the majority of cases of persons entering 

treatment for substance use disorders occurred in outpatient clinics.   

 In every country the primary substance of abuse among people seeking 

treatment was either cannabis or alcohol. Where one was the primary substance 

the other tended to be the secondary substance, except in two cases where 

opiates and cocaine were the secondary substances of abuse in Nigeria and 

Guinea, respectively. 

 Most people who sought treatment for drug problems did soon their own or were 

referred by a family member or friend. In a few countries, the criminal justice, 

health care or social services systems referred drug users for treatment..  

 Young adults between the ages of 15 and 34 years accounted for the majority 

of people seeking treatment in various countries with the average age between 

25 and 29 years. The average age for entry into treatment for alcohol problems 

was higher than for cannabis dependence.  

 Approximately 40% of the drug users in treatment were unemployed at the time 

of entering treatment with up to 75% in that category in Zambia in 2016. 
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 Most people accessing treatment had completed at least secondary level of 

education and up to 41% in Ghana and 23% in Uganda had some tertiary 

education.  

 The majority of drug users in treatment  in all facilities were single and lived in 

urban or semi-urban areas. Urban residence was as high as 74% in Uganda, 

86% in Nigeria and 90% in Cameroon.  

 In terms of gender distribution, males accounted for more than 90 percent of 

people seeking treatment in countries where such information was reported 

(Nigeria and Angola). Males were more likely than females to seek treatment for 

cannabis use, while the primary drug of choice among females was opiates in 

Nigeria, over-the counter/prescription medications in South Africa and alcohol 

in Guinea.  

 Treatment services were paid for by self, family or friends, a reflection of the 

sources of referral mentioned earlier; only in South Africa and Zambia did the 

state and the courts/correctional services systems, respectively, contribute to 

payment for services.  

 Most people entering treatment for drug problems were not tested for HIV or 

hepatitis, except in one hospital in Uganda where all were tested in 2017.  

 In terms of law enforcement data, most countries reported seizures of cannabis, 

followed by cocaine/crack, and only 2-3 reported seizures of heroin and 

amphetamine-type stimulants (methcathinone and methamphetamine).  

 

2.4  Conclusion 
 

This is the first attempt to present a summative continental report on the drug 

situation, especially on treatment demand, in Africa. There are obviously several 

limitations that need to be remedied and some gaps remain to be filled but the report 

provides a basis for appropriate responses on drug use and related problems in the 

continent, especially concerning improved access to treatment and care. As the 

AUC epidemiology programme develops and more countries participate, a clearer 

and more complete picture will emerge and trends will be recognized. Because of 

limitations arising from differences in country size, coverage and in problem 
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definition, among others, comparing the situation in one countr to another should 

be done with caution.     

 

3.  INTRODUCTION 
 

3.1  Overview 
 

Presently, many countries in Africa are facing challenges regarding the 

mounting production, trafficking and use of illicit drugs. Much  attention and 

resources have been  devoted to addressing the problem of illicit drug supply in 

AU Member States in an attempt to  especially reduce the prevalence of 

trafficking in heroin and cocaine in several countries across East and West 

Africa, respectively. While trafficking in these and other substances continues 

and the production of cannabis and amphetamine-type substances (ATS) 

remains a challenge , a pressing issue in almost every country in the continent 

is increasing consumption of different types of drugs. In many countries, 

especially in West Africa, a recent phenomenon of abuse of prescription opioid 

medications has emerged with the potential of contributing to drug-related 

deaths and disability (UNODC, 2018). In addition, a growing number of countries 

have reported the emergence of new psychoactive substances (NPS). In spite 

of what seems like a fast deteriorating situation and growing expressions of 

concern by national officials and civil society, appropriate responses have 

generally been lacking.  

 

Around the world one of the factors inhibiting rapid and effective responses to 

the drug problem is lack of reliable data on various aspects of drug use and the 

harms associated with drugs. Particularly in Africa, there is dire need for 

information on different aspects of the drug problem, including the prevalence 

of use, types of drugs being used, characteristics of  users and their 

vulnerabilities, problematic use and consequences of drug use. The reasons for 

unavailability of drug related data/information  are, among others,  inadequate 

funding for research on drugs and lack of trained researchers (especially 

epidemiologists). This resulted in low-cost rapid assessment methodologies and 
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the establishment of surveillance systems that depend on secondary/existing 

data, also known as epidemiology networks.  

 

Since the 1970s, a drug epidemiology network known as the Community 

Epidemiology Work Group (CEWG) has been operational in the USA under the 

direction of the National Institute on Drug Abuse (NIDA). Other countries and 

regional groups have pursued the example of the USA and established, among 

others, the  Inter-American Drug Use Data System (SIDUC), the European 

Monitoring Centre for Drugs and Drug Addiction (EMCDDA) programme, the 

South African Community Epidemiology Network on Drug Use (SACENDU) and 

the Canadian Community Epidemiology Network on Drug Use. Unfortunately, 

the Southern African Development Community Epidemiology Network on Drug 

Use (SENDU) ceased to exist because of funding challenges.   

 

There is growing interest in the development of epidemiology networks across 

Africa today and this may be the first step in the creation of sustainable efforts 

to satisfy the data needs of different countries in the continent. Outside South 

Africa, which has been running the SACENDU programme for many years, there 

is a young and thriving programme in West Africa known as the West Africa 

Epidemiology Network on Drug Use (WENDU), a project of the Economic 

Community of West African States (ECOWAS) Commission funded by the 

European Union (EU). Feeding into this programme is an independent project 

in Nigeria and the drugs observatory in Senegal. The annual National Drug 

Observatory Report of Mauritius and Morocco and the annual report of the 

Kenya National Authority for the Campaign Against Alcohol and Drug Abuse 

(NACADA) are also data-relevant initiatives with significant implications for 

policy and interventions.  

 

3.2  The Pan-African Programme 
 

As part of its work on “Strengthening research and data collection capacity for 

drug use prevention and treatment in Africa” and with support from the US 

Bureau of International Narcotics and Law Enforcement Affairs (INL), the 
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African Union Commission (AUC) launched a Drug Epidemiology Programme 

in 2016. Apart from the objective of providing immediate data to guide policy 

and intervention decisions, this programme will serve as a driver of broad 

national efforts to make available continent-wide data on drug use, drug supply 

and related problems that are reliable and comparable across participating 

Member States of the African Union.  

 

3.3  Objectives 
 

The programme objectives include the provision of reliable data on the following 

aspects of drug epidemiology from a variety of sources:   

 

• Extent of drug use in as many countries as possible in the African region;  

• The nature of and factors associated with drug use;  

• Health, psychological and social consequences of drug use and abuse in 

the general population and in specific groups; 

• Types of drugs used, cost per unit, purity and availability; 

• Number of arrests and quantities of drugs seized; 

• Changes in the pattern of drug use and problems; 

• Economic impact of drug use;and 

• The policy environment in each country as measured by the availability 

of legal and policy instruments for drug control.  

 

Known as the Pan-African Epidemiology Network on Drug Use (PAENDU), the  

programme coordinated by the African Union Commission is designed to 

function as a drug surveillance system that involves the development of national 

networks in every part of the continent to:  

 

(1) Monitor trends in drug use and associated problems, illicit production and 

trafficking (relying on arrests and seizure data); 

(2) Develop the capacity of professionals in participating countries to collect 

and manage data through training and field experience;  
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(3) Prepare and submit an annual report to the AUC on the drug situation in 

the country using a standard format; and  

(4) Provide reliable national information to prevention and treatment 

professionals, policymakers and the public on the drug situation in each 

country and through  the annual PAENDU report provide an overview of 

the drug trends on the continent.  

 

It is  envisaged that  as many countries as possible will provide information 

through their annual reports to the AUC. The overall project goal is the 

establishment and smooth functioning of national and regional drug 

“epidemiology networks on drug use in Africa to provide much needed evidence 

for policy formulation and service delivery”. 

 

3.4  Participating countries 
 

As shown in Table 3.1, the project started with five countries (Lot 1) in 2016 and 

five other countries joined in 2017 (Lot 2). Lot 1 countries are Angola, 

Cameroon, Tanzania, Uganda and Zambia, and Lot 2 countries are Botswana, 

Ghana, Namibia, Togo and Tunisia. Also included in the current report is data 

from  one country in Lot 3 (Guinea), as well as data from countries with pre-

existing epidemiology networks that are collaborating with the African Union 

project and therefore form part of the Pan-African Epidemiology Network. The 

countries in this category are Kenya, Nigeria, Senegal, and South Africa.  

 

Table 3.1 List of participating countries 

Lot 1 Countries Lot 2 Countries Other Countries 

Angola  

Cameroon 

Tanzania 

Uganda 

Zambia 

Botswana 

Ghana 

Namibia (no data 

provided) 

Togo 

Tunisia (no data 

provided) 

Lot 3 

Guinea 

Kenya 

Liberia 

Mauritius 

Nigeria 

Senegal 

South Africa 
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3.5  Development indicators of participating countries 
 

Many of the countries participating in the project share similarities in socio-

economic development, but also differ from each other in other ways. Table 3.2 

shows the key development indicators as published by the World Bank. In terms 

of population the list includes one of the largest and fastest growing countries in 

the world (Nigeria, with a population of more than 190 million inhabitants), 

medium sized countries (Tanzania, Uganda) and countries with populations of 

under 10 million (Botswana, Liberia, Mauritius and Togo). Other than size, there 

is more similarity across countries in two population indicators – in the large 

proportions of young people in which the percentage under the age of 25 years 

is more than 80%, and in the rapid rate of growth in population (often 

approaching or exceeding 3%).  

 

Table 3.2: Key development indicators of participating countries 

Country Population 
(ml) 

% ages 
0-14 
years 

Average 
annual 
growth, % 

Life 
expect
ancy at 
birth 
(as at 
2014) 

GNI per 
capita ($) 

Adult 
literacy 
rate 

Angola 

Botswana 

Cameroon 

Ghana 

Guinea 

Kenya 

Liberia 

Mauritius 

Nigeria 

Senegal 

South 

Africa 

Tanzania 

Togo 

29,784,193 

2,291,661 

24,053,727 

28,833,629 

12,717,176 

49,699,862 

4,731,906 

1,264,613 

190,886,31

1 

15,850,567 

56,717,156 

57,310,019 

7,797,694 

46.8 

62.3 

42.7 

38.5 

42.3 

55.8 

41.8 

18.4 

44.0 

43.0 

29.0 

44.9 

41.6 

47.7 

3.31 

1.82 

2.58 

2.19 

2.55 

2.52 

2.52 

0.09 

2.59 

2.80 

1.24 

3.1 

2.48 

3.26 

60.9 

64.8 

57.1 

62.2 

58.8 

66.2 

61.5 

74.2 

52.5 

66.4 

61.0 

64.2 

59.6 

59.2 

6,060 

16,990 

3,640 

4,490 

2,180 

3,250 

710 

22,570 

5,680 

2,620 

13,090 

2,920 

1,620 

1,820 

66.0 

97.7** 

83.7** 

90.6** 

32.0 

78.7 

54.5** 

92.5 

72.8** 

69.8** 

94.1 

77.9 

63.7 

87.0** 
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Uganda 

Zambia 

42,862,958 

17,094,130 

44.8 3.0 60.8 3,920 91.5** 

 

Source: World development indicators data bank 

        ** UNESCO Institute for statistics  

 

Though much remains to be achieved, life expectancy at birth and income per capita 

have recorded a rising trend in recent years in all but a few of the countries participating 

in the epidemiology network. The implication for drug trafficking, use and related 

challenges of these two indicators (overall population growth and improved economic 

conditions in many countries) is that the drug situation may deteriorate unless the right 

evidence-based decisions are made on how to stem the growing trends. 

 

From what is already known from the research literature, alcohol is the psychoactive 

substance associated with a high level of harm for individuals and communities. Table 

3.3 is a display of the profile on alcohol for each of the countries in the epidemiology 

network. The table shows that except in Nigeria, the majority of adult citizens (15 years 

and above) in these countries are abstainers and that the per capita consumption is 

much lower than the European average of 11.2 litres of pure alcohol per annum (WHO, 

2018).  What is peculiar about alcohol in Africa is the high prevalence of heavy episodic 

drinking, a measure of the frequency of consumption of five standard drinks or more in 

one occasion. In some countries more than half of the people who describe themselves 

as drinkers (had a drink in the past) report drinking in this high-risk manner that may 

lead to physical harm and/or alcohol use disorders. With this profile of alcohol 

consumption it is not surprising that alcohol is one of the most frequently cited primary 

substance responsible for treatment demand in most countries reporting data.  

 

Table 3.3:  Country profiles on alcohol use and control 

Country % 

Abstainer

s  

Per capita 

consumption 

(in litres of 

pure alcohol) 

 Heavy 

Episodic 

Drinking 

among 

 Alcohol 

use 

disorde

rs 

 National 

Policy/Nation

al action Plan 

(Y/N) 

 National 

Monitorin

g System 

(Y/N) 
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drinkers 

(M+F, %) 

(M+F, 

%) 

Angola 

Botswana 

Cameroon 

Ghana 

Guinea 

Kenya 

Liberia 

Mauritius 

Nigeria 

Senegal 

South 

Africa 

Tanzania 

Togo 

Uganda 

Zambia 

52.3 

68.0 

60.6 

74.0 

78.4 

76.1 

69.2 

68.8 

47.4 

78.9 

69.0 

 

63.6 

74.3 

63.7 

72.7 

6.4 

8.4 

8.9 

2.7 

1.3 

3.4 

5.8 

3.6 

13.4 

0.7 

9.3 

 

9.4 

3.1 

9.5 

4.8 

81.6 

59.4 

51.8 

36.2 

33.4 

46.0 

41.3 

32.4 

55.0 

32.9 

59.0 

 

55.8 

36.9 

56.9 

49.3 

6.0 

7.1 

7.0 

4.1 

0.7 

4.0 

5.2 

5.5 

0.6 

0.7 

7.0 

 

6.8 

9.5 

7.1 

5.5 

Y 

N 

N 

Y 

N 

N 

N 

N 

N 

N 

Y 

 

N 

N 

N 

N 

N 

Y 
N 

N 

N 

N 

N 

Y 

N 

N 

N 

 

N 

Y 

N 

N 

Source: World Health Organization (2018). Global Status Report on Alcohol and Health 

2018. Geneva: WHO.  

 

Alcohol use seems particularly related to changes in the economic fortunes of 

communities and populations across the world. There is ample  evidence of a negative 

relation between gross national income and the level of harm caused by alcohol. More 

important, it has been shown in various societies that alcohol attributable health effects 

are greater for poor people than the rich for a number of reasons (WHO, 2018). 

Considering the rapidly changing socio-economic indices in Africa relevant to drinking 

and health, it is important to focus some attention in a substance use surveillance 

system on the role of alcohol in society.  
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3.6  Types of data collected 
 

Following the recommendations of experts who attended the Continental 

Consultation for Drug Demand Reduction National Focal Points in August 2016 

and guided by the Lisbon Consensus, the following types of data are 

recommended to develop  national programmes: 

 Prevalence and incidence of drug use in the general population; 

 Extent of drug use among youth; 

 Estimates of high-risk/problematic drug use, including number of People 

Who Inject Drugs (PWIDs), frequent users, and number engaging in 

other high risk behaviors:  

 Number of persons seeking help for drug use disorders; 

 Drug-related morbidity (e.g., HIV, HBV and HCV prevalence among illicit 

drug users); and  

 Mortality directly attributable to drug consumption (e.g., death from 

overdose).  

Most items on the list relate to prevalence and the health consequences of drug 

use. Participating countries may also collect additional data as required or as 

they deem necessary, including data on drug supply (availability), problematic 

alcohol use, and abuse of other drugs that are not under international control.  

4.  METHODS 
 

4.1  Data collection instruments  
 

Two forms were developed for countries participating in the continental 

epidemiological network for the collection of data for the report to the AUC.  The 

forms also provided guidance on  data analysis and on preparation of  reports 

by participating Member States. The first form was developed for data from 

treatment facilities and the second for data on drug supply (or law enforcement 

data), and they are annexed respectively as Addendum A and B.  
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4.1.1 Treatment data: The treatment data form consists of 25 items including 

the following: Name of the facility/centre, type of centre (e.g., private 

outpatient/inpatient, general hospital, psychiatric hospital, therapeutic 

community, etc.), sources of referral to treatment, socio-demographic 

information (sex, age, living status, educational attainment, employment status, 

marital status), drug-related information (primary drug of abuse, usual route of 

administration, age at first use, usual source of drug, secondary drug of abuse), 

presence of other illness conditions, how treatment is being paid for, and 

whether or not the client has been tested for HIV and hepatitis in the past 12 

months.  

 

4.1.2 Law Enforcement data: Information was also sought on issues related to 

drug policy and law enforcement. Information was gathered on aggregate data 

regarding  drug supply, i.e. number of people arrested for drug offences in the 

previous full calendar year showing the numbers of male and female arrestees, 

their nationalities and quantity of drugs seized by different categories of illegal 

drugs – cannabis, cocaine, heroin, amphetamine-type stimulants, other drugs. 

Information was also sought on the availability of a national drug strategy or 

master plan in each country, and the conviction rate for arrested drug offenders. 

 

All representatives of participating countries were involved in the development 

of data collection instruments and were trained in their use in various workshops 

organized by the African Union Commission (AUC). Further training took place 

during project missions when the project consultant together with AUC staff 

visited each participating country. They met with key stakeholders and 

organized a technical workshop with project staff focusing on key project issues, 

including the procedure for data collection, data management and report writing.  

 

4.2  Sources of data 
 

Data for the epidemiology network were collected from a variety of sources in 

each country. The sources of treatment data were centres or facilities where 

services are provided for people who use drugs – psychiatric hospitals, 
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specialized drug treatment facilities, and drug treatment centres of non-

governmental organizations.  

 

Law enforcement data were collected mostly from government agencies dedicated to 

drug control, e.g. the police, and/or drug control commissions. 

 

4.3  The nature and definition of indictors 
 

The epidemiology network depends on data that have already been collected 

for different purposes, especially as part of records of clients in treatment 

facilities. Available data in such facilities vary in quality and completeness from 

one place to another and, therefore, there are limitations in the interpretation of 

the data and especially in comparison of data collected from different countries 

and from different facilities within the same country. One limitation of the data is 

what the focal points understood in this project as number of clients/cases.  

 

In order to improve the comparability of data, a glossary of terms was prepared 

and made available to the project team in each country with clear definition of 

terms. For example the key indicator “number of clients/cases” was defined as 

“number of episodes” because of the inherent difficulty in identifying and 

counting unique cases. Because of the variety of sources of data within and 

between countries, the incomplete coverage of treatment centres in the initial 

stages of this project, and the uneven record keeping skills of staff at various 

centres and offices, it is necessary to be cautious in interpreting the data 

presented in this report. However, this first report on the situation of drug use in 

Africa, focusing especially on treatment demand indicators, contains important 

information that can provide guidance for an evidence-based response to this 

problem.  

5.  RESULTS 
 

5.1  Treatment demand data 
 

5.1.1 Profile of cases: Figure 5.1 shows the number of centres/facilities from 

where data were collected in each country, the number of treatment episodes 
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recorded in the year, the number of new cases and the proportion (percentage) 

admitted as inpatients in the facilities. The number of centres/facilities providing 

data for the project ranged from 2in Uganda to 73 in South Africa in 2016, and 

in 2017 the range was from 1in Guinea and 83 in South Africa. The figures that 

follow the tables further highlight the numbers or percentages for each country 

and the differences between countries in the availability of services and profiles 

of cases reported for 2016 and 2017.  

 

 

As shown in Figure 5.2, the largest number of treatment episodes recorded in 2016 

was in South Africa, which has a well-established data collection programme in 

SACENDU, and in this country the great majority (83%) of episodes were new cases. 

Except in Nigeria where most treatment episodes occur in psychiatric or other tertiary 

medical facilities included in the NENDU programme, the majority of episodes were 

recorded as outpatient contacts.  

12

22
18

5

73

3 2
810

2 5
1 4

39

18

5

83

10
5
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Figure 5.!: Number of centres /facilities 2016 and 2017

Number of centres/facilities 2016 Number of centres/facilities 2017
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Figure 5.2: Total number of treatment episodes

Total number of treatment episodes 2016

Total number of treatment episodes 2017
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Figure 5.3: Percent of new cases

 % of new cases 2016 %  new cases 2017
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Similar data are shown in Figure 5.3 for countries providing data for the reporting 

period of 2017. The percentages of new cases are high in several of the 

countries – 89% in Ghana, 95% in Kenya, 66% in Nigeria and 83.5% in South 

Africa. In all of these four countries the proportions admitted as inpatients were 

also higher than those seen as outpatients (data shown in Figure 5.4).  

 

5.1.2  Primary and secondary drugs of abuse 

 

One of the most consistent findings in this and similar epidemiology projects is 

the high prevalence of use of two types of drugs among people seeking 

treatment in facilities and centres across the continent. As clearly shown in 

Tables 5.1 and 5.2, in 2016 and 2017, respectively, the primary substance of 

abuse was either cannabis or alcohol in every country contributing data to this 

project. Indeed, where one was the primary substance the other tended to be 

the secondary substance, except in a couple of cases where opiates and 

cocaine were the secondary substances of abuse in treatment populations in 

Nigeria and Guinea, respectively. For both years (2016 and 2017), almost 

everybody seeking treatment in Angola reported using a combination of 

cannabis and alcohol. In this country there were only two episodes in which 

alcohol was the only substance involved in treatment seeking in 2016. The 

20
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39 38

26
19

80

33
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100

59

16

33

70

43

Figure 5.4: Percent of clients admitted as in-patients

% admitted as in-patients 2016 % admitted as in-patients 2017
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predominant role of cannabis and alcohol in substance use disorders in Africa 

highlighted in this project is a well-known phenomenon deserving greater 

attention from policy makers and professionals engaged in prevention and 

treatment interventions.    

 

Table 5.1 Main substances of abuse by clients in treatment centres (2016) 

 

Country  Primary  Secondary  Tertiary 

Angola 

Cameroon 

Nigeria 

Senegal 

South Africa 

Tanzania 

Uganda 

Zambia 

Cannabis/alcohol 

Alcohol 

Cannabis 

Cannabis 

Cannabis 

-- 

Alcohol 

Cannabis 

-- 

Cannabis 

Opiates (incl. heroin) 

Alcohol 

Alcohol 

-- 

Cannabis 

Alcohol 

-- 

Tramadol 

Alcohol 

-- 

Heroin 

-- 

Opiates 

-- 

 

 

 Table 5.2 Main substances of abuse by clients in treatment centres (2017) 

 

Country  Primary   Secondary  Tertiary 

Angola 

Botswana 

Ghana 

Guinea 

Kenya 

Liberia 

Mauritius 

Nigeria 

Senegal 

South Africa 

Cannabis/alcohol 

Alcohol 

Alcohol 

Cannabis 

Alcohol 

Cocaine 

NPS 

Cannabis 

Cannabis 

Cannabis 

 -- 

Cannabis 

Cannabis 

Cocaine 

Cannabis 

Cannabis 

Opiates/opioids 

Opiates (incl. heroin) 

Alcohol 

Alcohol 

-- 

-- 

-- 

-- 

Heroin 

Alcohol 

-- 

Alcohol 

Heroin 

Heroin (incl. nyaope) 



PAN-AFRICAN EPIDEMIOLOGY NETWORK ON DRUG USE, 2016-2017 REPORT
  
 

 24 

Togo 

Uganda 

Zambia 

Alcohol 

Cannabis/alcohol/cig. 

Cannabis 

Cannabis 

Cannabis 

Alcohol 

Nicotine 

Alcohol 

-- 

 

5.1.3  Usual route of administration 

 

As would be expected from the types of drugs used by most clients seeking 

treatment (cannabis and alcohol), the usual mode of use of the primary drug 

was overwhelmingly either by smoking/inhalation or oral consumption, 

respectively. Injection was a rare method of drug self-administration because 

use of injectable drugs was generally low.  

 

5.1.4  Sources of referral 

 

Information was sought on the source of referral with categories of response 

that included self, family/friends, health professional, social services, workplace, 

school, and court/police. Figure 5.5 shows the percentages of clients who 

sought treatment on their own or were referred by family/friends, which were the 

most often chosen options in all facilities in both 2016 and 2017. The figure 

clearly highlights the differences between countries represented by the 

percentages in the table.  

 

100

48.3

88.6

49.5

36.2

99.3

46.5

92

52
79

48.6

62.2

30

66.4
76.4

Figure 5. 5  Percent of cases referred by self or family/friends

year 2016 year 2017
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In a few countries a significant percentage of people with drug related problems 

did not enroll for treatment by themselves or were referred by family or friends.. 

For example, in 2016 in Zambia, 22.1% were referred by the courts or the 

corrections system, 38% in Nigeria by doctors or nurses, and 24% in Cameroon 

by schools. In 2017 32.6% of referrals in Botswana were made by social 

services; 16% by schools and 20% by hospitals/clinics in Guinea; and 12% each 

by social services and schools in South Africa. It is expected that as people in 

positions of authority or influence become more aware of the problems 

associated with substance use disorders and become convinced of the 

usefulness of existing professional interventions, they will become more 

involved in the referral process, especially where policies exist to support such 

effort.   

 

5.1.5  Socio-demographic characteristics of drug users in treatment 

 

Age: In all countries providing information on age, drug users seeking treatment 

in facilities included in the analyses were young adults mostly between the ages 

of 15 and 34 years. In the 2016 national reports, 15-25 year-olds accounted for 
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Figure 5.6: Percent of cases referred by self or family/friends
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50% of clients in Angola; in Nigeria 76% were 15-34 years with 37 years as the 

mean age for the primary drug (alcohol) and 29 years for cannabis. The average 

age of clients was 26.6 years in Cameroon, 29.3 years in Senegal, 28 years in 

South Africa and 19.7 years in Zambia.  

 

In 2017 almost all drug users in treatment (95.5%) in Angola were 15-24 years 

old and 66.3% were of the same age in Botswana. In Guinea 20-34 year-olds 

accounted for 51%, 59.4% in Kenya, 59.7% in Senegal, 56.7% in Togo, and 

89% in Uganda.  

 

Employment: The data presented in Table 5.3 show the percentages of 

unemployed clients receiving treatment services in several of the reporting 

countries. In all countries substantial proportions of clients were unemployed/not 

working, and in some countries students accounted for substantial percentages 

of clients: 29% in Cameroon and 23.9% in South Africa. It is also noteworthy 

that in 2016 25% of clients in Nigeria and 21.7% in South Africa were in regular 

employment.  

 

In the 2017 data 36.6% of the clients in Ghana were working full time, 24.6% in 

Nigeria, 22.6% in South Africa, and 21.9% in Togo. More than 50% of clients in 

Uganda (54.5%) were students. These differences in the employment status of 

people receiving treatment services may be related to how they were referred 

for treatment and the source of payment for services rendered.  

 

Table 5.3 Percentage of unemployed/not working clients in treatment, 2016 and 

2017 

  

Country 2016 2017 

Angola 

Cameroon 

Nigeria 

Senegal 

-- 

25.6 

42.3 

-- 

-- 

-- 

44.9 

-- 
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South Africa 

Tanzania 

Uganda 

Zambia 

 

Botswana 

Ghana 

Guinea 

Kenya 

Liberia 

Togo 

43.1 

-- 

-- 

75.4 

 

 x 

x 

x 

x 

x 

x 

45.9 

-- 

43.4 

-- 

 

19 

49.5 

-- 

-- 

61.2 

11.5 

 

Education: Information was collected on the highest educational level 

completed by clients and the data show that a high proportion of them had 

“completed secondary school” in each of the countries providing this 

information. In 2016 at least 40% of clients had completed secondary school 

education and in Nigeria about one-third had some tertiary education. From the 

data provided for 2017, 41% in Ghana and 23% in Uganda had some tertiary 

education; in both years more than 90% in South Africa had at least completed 

secondary education (91% in 2016 and 92% in 2017) including those who had 

some tertiary education (18.5% in 2017).  

 

Gender: Few countries reported data on gender distribution of people seeking 

treatment for substance use disorders in facilities included in the networks. 

Where such information was available it was clear that there was an overall 

male predominance among treatment seekers. For example, males accounted 

for more than 90 percent of cases in Nigeria (95%) and in Angola (99%). In 

terms of the primary substance responsible for treatment seeking there were 

some differences between males and females in countries reporting such data. 

In both 2016 and 2017, cannabis was the primary substance among males in 

Nigeria followed by opiates (49% vs 34% in 2017), while among females it was 

the reverse -- opiates followed by cannabis (47% vs 27%). Cannabis was also 
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the primary drug among males in South Africa in 2016, but over-the-counter and 

prescription medications were the primary category of drugs among females. 

However, in Zambia, males (80.5%) and females (84.7%) almost equally 

mentioned cannabis, while in Guinea a higher proportion of women sought 

services for alcohol problems than men in the two years under assessment.  

 

Marital status and residence: Two additional socio-demographic variables 

included in the data collection form were marital status (single, married, 

divorced/separated, widowed) and residence (rural, semi-urban, urban). As 

would be expected, going by the average age reported earlier, most clients in 

all facilities were single. In 2016 79.5% were single in Nigeria, 76% in Senegal, 

and 67.7% in Zambia. In 2017 single clients accounted for 61.2% of the sample 

in Ghana, 80.6% in Nigeria, 73.4% in Senegal, and 64% in Uganda. In Togo 

there was near equal distribution of single clients (41%) and those who were 

married (44%). In terms of residence, clients seeking treatment in all the 

countries included in this analysis lived predominantly in urban or semi-urban 

areas. For example, 100% of clients in Angola, 90% in Cameroon and 86% in 

Nigeria reported living in these areas in 2016. The data for 2017 showed a 

similar pattern for Nigeria (91%), Senegal (87%), Togo (67%), and Uganda 

(74%), but not for Angola where 53% of clients were reported to be rural 

residents. It is important to note that the data on residence is likely a reflection 

of the location of treatment facilities in these countries and not a commentary 

on the prevalence of substance use disorders in rural and urban areas. 

Psychiatric and other hospitals where services were available and programmes 

by civil society organizations are mostly urban-based or located a short distance 

from the capital city, hence not accessible to rural dwellers. There are also other 

social and economic factors that may hinder help seeking by people with 

substance use problems living in rural areas.   

 

5.1.6  Payment for treatment 

 

One of the determinants of access to treatment is the ability to pay in situations 

where services are not free which is the case in most countries participating in 
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the epidemiology network. It was therefore of interest to seek information on 

how clients paid for the treatment services they received. Payment could be 

from personal income, by family or friends, employer, insurance or any other 

means. Information on this variable was missing for many countries. Where the 

requisite information was available it was clear that payment for services was 

most often from personal income or from family or friends. This was the case in 

Cameroon (93.7%), Nigeria (87.6%), Zambia (36.2%) and South Africa (21.4%). 

The state played a role in supporting treatment in South Africa (45%) and the 

court/correctional services system contributed to payment (22.1%) in Zambia.  

 

In 2017 the major source of payment for treatment received remained 

family/friends and/or personal income. This was the case in Angola (76.8%), 

Ghana (76.6%), Guinea (68%), Nigeria (91.8%), Togo (63.1%), and Uganda 

(92.3%). Again, in South Africa, the state was the major contributor to treatment 

services (46.4%) and family/friends played a less prominent role (19.8%).  

 

5.1.7  Other health conditions 

 

People with drug use disorders often present with other health conditions and 

therefore information was sought on whether or not they had been diagnosed 

with different diseases and tested for the human immunodeficiency virus (HIV) 

and hepatitis B and C virus in the past 12 months. Little information was 

available on diagnoses for health conditions like cardiovascular disease, 

respiratory conditions and liver disease, but several countries provided data on 

tests for HIV. 

 

Table 5. 4 Percentages of clients tested (Yes) or not tested (No) for HIV “in 

the past 12 months” in 2016 and 2017 

 

Country 2016 2017 

Angola 

Cameroon 

Nigeria 

 -- 

Yes =17.3, No=33, NR= 49.6  

No=58  

 Yes= 24.2  

-- 

Yes= 57.6  
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Senegal 

South Africa 

Uganda 

  

 

Ghana 

Guinea 

Liberia 

Togo 

No=96 

Yes=53.5 

Yes = 90 (one hospital) 

  

 

X 

X 

x 

x  

-- 

Yes= 57.6  

Yes= 100 

  

  

Yes = 74.5 

No = 97 

Yes = 2.4 

Yes = 46.1 

 

Table 5.4 shows the percentages of clients tested for HIV in the past 12 months 

in countries reporting data on this variable for 2016 and 2017. Nine (9) of the 

countries participating in the epidemiology network reported data on this 

variable in one or both years. The table shows that in the main psychiatric 

hospital in Uganda (Butabika) almost all clients in 2016 (90%) and 100% in 2017 

reported being tested for HIV. In most countries the proportion of clients tested 

for HIV was above 50% in 2017. Tests for hepatitis and other health conditions 

were reportedly not conducted in the treatment facilities  could be attributed to 

substance use was only reported by Mauritius, which showed that in the first six 

months (January to June) of 2017 there were 18 of such deaths.  

 

5.2  Law Enforcement Data 
 

As stated in the methods section there was a separate form for the collection of 

data on law enforcement and policy from each participating country. The types 

of data requested were number of people arrested for drug offences, quantity 

and type of drugs seized, conviction rates, and the availability of a national drug  

strategy or master plan.  

 

Data were submitted on arrests and seizures from Angola, South Africa and 

Tanzania for 2016 and from Angola, Botswana, Ghana, Guinea, Nigeria, South 

Africa, and Togo for 2017. (The data for Mauritius are for the period January to 

June 2017). The total number of arrests for drug offences in Angola was 1,539 
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in 2016, consisting of 987 arrests for trafficking, 148 for consumption and 200 

for cultivation. In South Africa 259,165 arrests were made for drug offences and 

76,159 for driving under the influence (DUI) of alcohol or other drugs. In 

Tanzania for the same year (2016) 21,283 arrests were made for all drug 

offences with arrests for cannabis cultivation accounting for 84%.  

 

Table 5. 5 Number of arrests for trafficking and quantities of drugs seized 

(2017) 

Country Number of 

arrests for 

drug offences 

Quantities of drugs seized 

 Cannabis   Cocaine/crack   Heroin  ATS 

Angola 

Botswana 

Ghana 

Guinea 

Mauritius2 

Nigeria 

South Africa 

Togo 

1,704 

722 

22 

-- 

1,133 

10,009 

292,388 

44 

199,799 gm 

1,334 kg 

4,672.84 kg 

786 kg 

50.1 

191,084 kg 

-- 

148.98 kg 

153,496.4 gm  

45.6 kg 

8.09 kg 

3.09 kg 

-- 

92.2 kg 

-- 

-- 

-- 

-- 

-- 

-- 

174.3 

85.3 kg 

-- 

2.52 kg 

-- 

622 kg1 

43.53 kg 

-- 

-- 

782.4 kg3 

-- 

-- 

1Methcathinone          2January to June 2107             3Methamphetamine 

 
2January to June 2107 

 

1,704
722

22
1,133

10,009

292,388

44

Figure 5.7: Number of arrests for drug offences 2017
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A summary of the 2017 data is presented in Table 5.5 and Figure 5.7 shows the 

number of arrests and quantities of drugs seized by type of drugs. It is clear from 

the table that most countries reported seizures of cannabis, seconded by 

cocaine/crack, and only three reported seizures of heroin or amphetamine-type 

stimulants (in this case methcathinone and methamphetamine). The country 

reporting a large quantity of seizure of heroin is Mauritius where in only the first 

six months of 2017 174.3 kg of the substance were seized. In the same period 

arrests for dealing in or possession of heroin had indeed accounted for more 

than one-third (38%) of all drug offences. Not shown in the table are quantities 

of tramadol seized in Nigeria (96,136.67 kg) and Togo (7.8 kg), and khat in 

Botswana (1991 gm). Also seized in Nigeria in 2017 were other types of 

pharmaceutical substances like cough syrups with codeine (9,772.6 kg), 

benzodiazepines (1,783.4 kg), and ephedrine (168.9 kg). 

6.  Challenges and  constraints in drug data collection 
and how to address them 

 

A major objective of a drug surveillance system is the provision of regular data on the 

prevalence of drug use and drug-related problems in a particular country or region as 

a guide for effective interventions and policy. In the Pan-African Epidemiology Network 

on Drug Use data are derived from existing sources, primarily from service providers 

(for treatment demand indicators) and law enforcement organizations (for aggregate 

data on arrests and seizure). In collecting data and in the process of developing and 

sustaining the epidemiology network several challenges emerge and these constraints 

need to be addressed at different stages in order to achieve the objectives of the 

system. Some of the challenges and how they can be remedied are presented in the 

following section: 

 

6.1  Unavailability of data  
 

There is a well-known problem of lack of data on drug related issues in almost 

all countries participating in the PAENDU project (UNODC, 2018). For these 

countries, limited data exist on drug use in the general population and in specific 

groups, or on problems associated with drugs, especially health and social 
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consequences. Information on the prevalence of drug use and related problems 

can be gathered from published research such as general or special population 

surveys but such studies have not been conducted in most of the countries. 

More relevant to the compilation of treatment demand data (the main objective 

of the epidemiology network), services for people with substance use disorders 

(SUD) are lacking in these countries hence the type of data needed for the 

epidemiology network are barely available. For example, data on treatment 

seeking are mostly supplied by  a small number of facilities with insufficient 

coverage beyond the capital city. There were complaints by stakeholders in 

some countries that even where programmes existed, data were not provided 

and also that some NGOs did not collect relevant data. Also related to the 

problem of lack of information is the specific issue of missing data in what is 

presented in this report. Hardly any country availed  all the information 

requested for the project, hence some variables could not be tabulated. These 

issues constitute a significant limitation in the understanding of the scope and 

different ramifications of the problem being addressed by this project. However, 

it is expected that this problem of limited data will be addressed as more 

partners become engaged and access to treatment increases for people in need 

of treatment for substance use disorders. It is important to also note that a robust 

drug surveillance system cannot depend on treatment data alone; other sources 

of information must be brought to bear to address the problem of data shortage. 

For example, general and special population surveys (as recently conducted in 

Nigeria, UNODC, 2018) are necessary to answer several of the questions on 

the extent and prevalence of drug use and related consequences in any 

jurisdiction of interest.   

 

6.2  Reliability and validity of data from existing sources of 
information  

 

Lack of data is only one problem encountered in various countries; the other is 

the quality of the data collected from the reporting centres and included in the 

national analyses. This is a significant source of concern in countries where data 

were collected from a variety of government and non-governmental sources with 

different levels of rigour in data management. Problems related to validity and 
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reliability of the data included in national reports can be remedied with continued 

training of staff of participating centres and emphasis on proper record keeping. 

Indeed one of the indirect benefits of a drug surveillance system is improvement 

in the capacity of people engaged in offering services to collect and manage 

information more effectively as part of their regular duties.  

 

6.3  Lack of qualified personnel 
 

Data quality can be affected by a number of factors, one of which is the 

availability of qualified people in treatment facilities and in the agency 

responsible for coordinating data collection activities for the project. This 

constraint has been recognized from the beginning in various countries and has 

influenced the decision on the location of the coordinating body. Collecting and 

keeping data is not a new activity in these agencies, what is new in some cases 

is the type of data needed and the regularity at which they need to be reported. 

A second aspect of this is lack of experience in the provision of evidence-based 

treatment and care to people who use drugs. In this regard the level of trained 

human resources (in terms of number and expertise) in all countries is low, 

whether it is capacity for research or for treatment services. The need for training 

and employment of qualified staff was expressed in all countries establishing 

the network. There are emerging opportunities in training for addiction 

counseling and management through, for example, the Colombo Plan and the 

UNODC certification programmes which are increasingly becoming accessible 

to professionals in different countries. 

 

6.4  Lack of funding for research 
  

Even in countries where there are professionals capable of conducting primary 

research or managing existing secondary data, little can be achieved because 

of poor funding. This is a general problem for mental health within ministries of 

health but drug use disorders seem to be most affected, hence the direct 

appeals for more funding for treatment services in all countries participating in 

the PAENDU project. While the AU project does not involve direct financial 
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assistance to countries, there have been discussions on within countries on how 

funding for work on non-communicable diseases in general could improve with 

impact on substance use problems. Suggestions have also been proffered on 

finding sustainable solutions, such as  creating line items for substance use 

disorders in the budgets of relevant ministries.  

 

6.5  National drug policy environment 
 

Several issues have arisen concerning inconsistencies in drug control policy 

and the lack of adoption of the full spectrum of effective responses to drug 

problems in some countries. It is important to note, however, that in a few 

countries new and more broadly based policies were being developed to take 

into account changing situations that require different approaches. Yet it was 

reported in some countries that policy makers seem not to appreciate the 

enormity of the drug problem in their societies and in other countries that the 

over-emphasis on punitive measures is not an effective approach. In general, 

the establishment of a surveillance system focusing on drugs seems to provide 

a needed platform for professionals and policy makers to close the gap in their 

understanding of drug issues and come to some agreement on what should be 

done to improve the lives of people affected by substance use disorders.   

7  Summary and Conclusions 
  

This first report of the Pan-African Epidemiology Network on Drug Use 

(PAENDU) presents data for 2016 and 2017 from fifteen countries in the 

continent. Nine (9) of the countries are direct participants in the AUC network 

funded by the INL while others have independent programmes of data collection 

and are collaborating with the AUC by contributing their data to PAENDU. The 

nine participating countries either joined the programme in 2016 (Angola, 

Cameroon, Tanzania, Uganda, Zambia) or in 2017 (Botswana, Ghana, Guinea, 

Togo), hence the first report consists of data for 2016 and the 2017. The six 

collaborating countries with their data collection systems are Kenya, Liberia, 

Mauritius, Nigeria, Senegal and South Africa. In spite of several limitations in 

the availability and reporting of data this report sheds light on the drug situation 
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in different parts of Africa and points to areas in which appropriate responses 

are urgently needed.    

 

The following conclusions can be reached from the national reports presented by the 

countries listed above: 

 

1. Data exist in a variety of settings where treatment is offered to people with 

substance use disorders and these data can be collected and analyzed to 

present a picture of the situation in a region or country. However, several types 

of information requested in the data collection form were not available in many 

facilities participating in the network. 

2. Most people who seek treatment for substance use disorders (SUD) in African 

countries do so as outpatient clients.  

3. The two most problematic drugs in the continent in terms of treatment demand 

are cannabis and alcohol. Data presented by all countries show that these two 

substances are the primary drugs associated with treatment seeking in both 

government hospitals and in drug intervention services run by non-

governmental organizations. In some cases, as in the problematic nature of 

heroin in Mauritius, other substances contribute significantly to the burden of 

substance use disorders.  

4. Young adults (15-34 years) are over-represented among people who develop 

problems from drug use and seek treatment for these problems. SUD is also 

predominantly a male problem, and most of those affected have completed 

secondary school education and are generally unemployed. From the data 

presented in this report, the typical problem drug user in Africa is therefore 

young, male and literate.  

5. When problems develop, friends and/or family members are more likely than 

others to refer affected persons for treatment.  

6. Most of the reports received in this project present incomplete analysis because 

not all facilities/centres in various countries were included. In several countries 

the data represent the situation seen in one major psychiatric hospital that 

provides services for people with SUD.   As reflection of a bias in the siting of 
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health institutions, most of the centres/facilities from where data were collected 

are located in urban or semi-urban areas.  

7. There is clearly an absence of state support for people seeking treatment for 

SUD except in Mauritius, Botswana and South Africa. Services for rehabilitation 

and treatment are free for all citizens of Mauritius and Botswana, hence NGOs 

and the psychiatric hospital in the epidemiology network use government 

revenues to operate the facilities. In other countries payment for treatment 

mostly comes from personal income or the support of family/friends. 

Dependence on these sources means that many people with problems will have 

no access to treatment simply because of inability to pay for services for the 

period required.  

 

The information presented in this summative continental report and the national 

reports submitted to the AUC provide a basis for government action on drug use 

and related problems in Africa. It is expected that a clearer picture will emerge 

and trends will be recognized as the programme develops in years to come with 

the participation of a larger number of countries, improved quality and greater 

consistency of the presented data. For now, any comparison between countries 

in the reported data should be done with caution because of differences in 

coverage, selection of centres, problem definition and other limitations.  
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